Mr Alan Scott and Mr John Dormandy (St James' Hospital, Balham, London SW12 8HW) Outpatient Percutaneous Ligation of Varicose Veins This paper describes a new outpatient method for the treatment of varicose veins. The technique involves the ligation of the veins by a subcutaneous suture, inserted through two small skin punctures on each side of the vein. It is not claimed that each tie precisely ligates each vein, but at the end of the procedure the patient is asked to stand up and the veins are inspected. If any varicosities persist further ties are placed as required. Longterm results are not available, but the technique could be preferable to sclerotherapy.
Method
The patient is assessed clinically and the relationship of symptoms to the presence of varicose veins confirmed. Patients with saphenofemoral incompetence (as assessed by a tourniquet applied at the thigh) are excluded and treated as inpatients.
The patient is then asked to stand and the veins carefully marked. Prominent varicosities are circled. The sites for suture are chosen and marked. These include sites above and below prominent varicosities and at major bifurcations. No attempt is made to identify perforators.
The patient is asked to lie down, the skin is cleaned with iodine and local anesthetic (lignocaine 1 % plain) is injected at the sites marked for suture. Small (I mm) stab incisions are then made on each side of the vein ( Fig IA) at the sites marked for suture (using a No. 11 blade). The suture on a 37 mm half-circle needle is then passed deep to the vein through one of the incisions (Fig I B) . The needle is withdrawn through the second incision on the far side of the vein, reversed and then reinserted into the same incision again, forming a loop (Fig 1 c) . The needle is taken just below the dermis and brought out through the first incision. In this way the vein is encircled when the loop is pulled tight ( Fig ID) . The knot is then tied tightly and the suture is cut close to the knot, which is allowed to retract below the dermis (Fig I E) . The ties are repeated at all the sites chosen. Care must be taken not to include the deep fascia in the deeply placed part of the tie. The dermis must not be included on entry and exit of the needle because an unsightly lump will be present after tying the knot.
At the end of the procedure the patient is asked to stand up and the veins are inspected. If any varicose veins persist further ties are placed as required. The patient is asked to stand up to ensure a satisfactory result before the limb is bandaged. After this procedure the patient can 
Discuission
Compared with injection sclerotherapy this technique has two main advantages. First, bandaging is required for only one week instead of six weeks as recommended by Fegan (1960) . Secondly, more accurate treatment of the varicose veins is achieved because immediate assessment is possible by standing the patient up before bandaging; 22 A so Is further sutures being applied as required. As a result of this there is less need for further early treatment compared with injection sclerotherapy. The main disadvantage of this technique is that it takes slightly longer than injection sclerotherapy, but this is balanced by the decreased requirement for retreatment.
Percutaneous ligation of varicose veins as an outpatient procedure has been performed on 100 patients as part of a trial to compare the shortand long-term results of this technique with injection sclerotherapy. The short-term results are encouraging.
Conclutsion
Outpatient percutaneous ligation of varicose veins is a satisfactory procedure and the short-term results are encouraging. A trial has been set up to assess the long-term results comparing this technique with injection sclerotherapy. This paper presents an up to date account of work done to develop an inflatable vessel occluder for use in clinical surgery. The basic design of the occluder together with the disadvantages of present clamps, which stimulated its development, has been discussed elsewhere (Dunn 1971 (Dunn , 1973 (Dunn , 1976 . The present device is illustrated in Fig IA, B. It consists of an elongated balloon which is wrapped around the vessel. Its ends are held in place by a retaining ring. The balloon is inflated using a medical syringe; as the outer layer is thicker than the inner layer, the main expansion is directed inwards, compressing the vessel. The ring is held in place by small projections of the balloon which inflate when the balloon is pressurized. The inner surface of the instrument is lined with sponge, a feature which prevents it slipping when deflated. Pressure is maintained in the balloon by a pressure release valve similar to that used on Foley catheters.
The occluder shown in Fig I is designed to occlude arteries up to 1.5 cm in diameter, that is to say a large common iliac artery or even a small aorta. It can of course be used on any smaller artery, though it may then seem rather bulky. Usually this is not a disadvantage but we have now developed and tested a narrower occluder designed for vessels up to 1 cm in diameter. It is hoped that this miniaturized instrument will soon also be available for general use. It is illustrated in Fig 2 together with a conventional Craaford arterial clamp. It can be seen that the occluder takes up slightly less room than the conventional clamp. This size has also been used on femoral arteries and on one occasion on an iliac vessel during renal transplantation. Eventually one could envisage a kit with three to four occluders for all sizes of vessel.
Clinical Uses ofthe New Instruimentt Several of my colleagues and I have now been using this device over the past five years. We have found it facilitates arterial surgery in a number of ways. The first is that it is extremely gentle, its action being very similar to compressing the vessel between a finger and thumb. This feature is very reassuring when occluding a vessel containing arteriosclerotic plaques. The second is related to the absence of clamp handles. Clamp handles get in the way and also catch on sutures and their absence is a notable advantage. The third is the Fig 1 The present occiuder. A, readyfor application; the balloon can be inflated by a medical syringe through a pressure release valve. B, in position; the sponge lies innermost and the ring holds the ends ofthe balloon together. The inflated lugs prevent displacement ofthe ring
